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This study explored the effects of demands related to caring for children and

youth with mental health difficulties and of resources in community ecologies
including health services, schools, neighborhoods, and social supports, on

parental workforce participation. Through secondary analysis of U.S. data from
the 2016 National Survey of Children’s Health, we found that when children’s
mental health issues were more severe, parents experienced frustration with

their ability to get services and spent more time providing health care, they were
less likely to be employed. Community factors were critical: employed parents
reported more frequent contact from the school system, and fewer days that

their child missed school. When family members spent more time providing and
arranging for health care, were frustrated in their attempts to get services, and
reported children missing more school, they cut back their work hours or

stopped working. We concluded that parent workforce disengagement patterns
were related to demands of exceptional care and to the lack of available

community resources. As employers struggle to retain talented workforces, the

diversity of employees raising a child or youth with a disabling health condition
must be acknowledged, and community supports strengthened.

Keywords: community resources, disability, exceptional care, life course fit,
health care, mental health.
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Health Difficulties: The Impact of Community Services and Supports
Increasingly, substantial numbers of children and youth are being

identified as having emotional or behavioral difficulties that affect their ability to
function in community settings, such as school or neighborhood environments

(Ghandour et al., 2019; Merikangas et al., 2011). For example, in a recent study,
parents of 11.1% of youth in Australia reported that their children had at least

one of three common mental health disorders (Sawyer, Reece, Sawyer, Johnson,
& Lawrence, 2018). In the U.S., Merikangas and her co-investigators (2010)

analyzed the results of a national survey of adolescents and determined that

22.2% of participants met criteria for one or more of four types of mental health
difficulties: mood, anxiety, behavior or substance abuse disorders that impaired
their ability to function. Parents of these children provide exceptional care

(Roundtree & Lynch, 2007), since they often are called in to arrange for and
participate in services and intervene in difficult situations involving their

children that develop in their communities (Rosenzweig, Brennan, & Ogilvie,
2002). As McBride, Hebson, and Holgate (2015) acknowledge, not enough
attention has been paid in work environments to the intersectionality of

employees who differ in gender and disability status. Additionally, employed

parents giving exceptional care are also subject to extraordinary intersectional
challenges in meeting their work, family, and uncommon care responsibilities.

Providing care for children with emotional or behavioral difficulties can

affect parents’ health and economic situation, and jeopardize their workforce

engagement (Brannan, Brennan, Sellmaier, & Rosenzweig, 2018; Brown & Clark,
2017; Kagan, Lewis, & Brennan, 2008). This study attempts to fill a gap in

understanding the effects of the demands related to caring for school-aged
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children and youth (6-17 years of age) with mental health difficulties and the
resources of community ecologies including health services, school,

neighborhood, and social supports, on parental workforce participation as
viewed through their level of employment, and changes to employment.
Theoretical Considerations

Three conceptual models frame our understanding of the interplay

between the demands of caring for a child with a mental illness and the need for
community resources.

The Continuum of Dependent Care Model (Stewart, Stutz, & Lile, 2018)

explains how dependent family care operates as a continuum, with typical
caregiving responsibilities on one end and exceptional caregiving

responsibilities on the other. Key enablers of exceptional dependent care are the

intensity of the care demands (number of dependents, direct and indirect care
activities), the typology of the care demands (onset, course, outcome, and

timing), and the complexity of the care demands (type and degree of knowledge
required to manage caring tasks; Stewart et al., 2018). These enablers influence

the care provider’s need for specific resources within the family, workplace, and
community.

Voydanoff’s (2005) adaptation of ecological systems theory and Moen’s

(2011) life course fit are helpful for framing an understanding of the interaction
between the exceptional family care demands associated with caring for a child
with a mental health condition and the resource needs for managing both

complex family care and paid employment. Voydanoff’s (2005) framework of
work, family, and community mesosystems exemplifies the interactive
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relationships between work, family, and community resources and demands. For
example on the one hand, support received from friends can be a resource that

enables individuals to participate more successfully in their workplaces. On the
other hand, unsafe neighborhoods can act as additional stressors, making it
harder to address work and family demands. Moen (2011) extends this

proposition positing life course fit is “the result of cognitive appraisals used by
individual workers or family members of the congruence (or incongruence)

between demands made on them, their needs, life goals and available resources”
(p. 91). Fit is hypothesized to operate on a continuum and an individual’s

position on that continuum is reflective of the assessments of match or mismatch
between resources and demands (Moen, 2011).

The theoretical concepts of life course fit and work-family-community fit

have been translated to the specific context of exceptional care responsibilities.
Emlen (2010) suggests that the work-life fit for parents of children with

exceptional care responsibilities operates as a puzzle, with parents using

adaptive strategies within the family, workplace, and community to manage their
caregiving demands. Community resource ecologies influence strategic choices
available to parents of children with mental health conditions through the
provision of adaptive strategies that can enhance fit (Stewart et al., 2018).
Adaptive community strategies can be relational such as having access to

someone in the community who can be called upon to provide childcare, and the
availability of parent support groups, or instrumental such as suitable

transportation, inclusive childcare centers, and access to medical services

outside of daytime business hours (Stewart et al., 2018). Research examining the
interplay between community resources and exceptional caregiving is just

beginning to explore how the patterning of family, work, and community
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resources contributes to work and family fit for parents of children with

disabilities (Brown & Clark, 2017; Sellmaier, 2019). The current study aims at
adding to this growing body of research.

Workforce Participation and Exceptional Care Demands

Several major studies have established that family members providing

care for children experiencing emotional or behavioral difficulties have curtailed
their work hours or disengaged from the workforce. An early study by Brennan
and Brannan (2005) using data from a national survey of U.S. caregivers of

children receiving treatment for mental health disorders found that parents of
children with more severe symptoms reported more missed school days and

heightened caregiver strain, and perceived child care as less adequate. All these

factors were linked to lower parental workforce participation. More recently, in

an analysis of the Norwegian Mother and Child Cohort Study, Nes et al. (2014)
discovered that mothers who reported that their children had severe

internalizing (e.g. depression and withdrawal) symptoms or a combination of

behavioral difficulties had excess risk of leaving the workforce, even when other
key characteristics were controlled. Similarly, Sellmaier and her co-workers
found in a U.S. study of children with ADHD that higher levels of children’s

internalizing symptoms predicted parents’ greater difficulty combining work and
family responsibilities (Sellmaier, Leo, Brennan, Kendall, & Houck, 2016).

Overall, more severe symptoms predicted workforce disengagement for these
parents. Looking specifically at reports of caregiver strain as well as child
symptoms, Brannan et al. (2018) examined data of employed caregivers

participating in a national evaluation of U.S. mental health treatment services,

and reported that parents who rated their objective caregiver strain as more
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severe missed more days of work. The authors called for greater support for

family members caring for children with mental health difficulties, and urged
practitioners to find ways to mitigate caregiver strain.

Community Resource Ecology

Community resources included in the current study consist of both

instrumental resources, such as health care services and supports in educational
settings,, and relational resources, such as emotional support.
Health Services

Family functioning can be greatly affected by children who have

emotional or behavioral problems that heighten parenting stress, result in crises,
and reduce parents’ ability to manage their children’s behavior (Foley, 2011),
and that might lead to increased work-family conflict, and exit from the

workforce (Brennan & Brannan, 2005). In a recent study of U.S. families with
children receiving treatment for ADHD, Churchill and her associates (2018)

compared the effects on families of Parents and Children Together (PACT), a
nursing case management intervention, with outcomes of families who just

received information regarding local resources for those struggling with ADHD.
Those families participating in PACT had more success in implementing

behavioral controls for their children, and had increased family satisfaction,

compared to the control group. A secondary analysis of this longitudinal data set
also demonstrated that mothers who reported more severe symptomology for

their children were less likely to be employed than mothers of children with less
severe symptomology (Sellmaier et al., 2016). An early study by Holden et al.

(2002) linked parents’ return to the workforce, after their children were
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diagnosed with mental health disorders and received prescribed medication.

Unfortunately, many school-aged children with mental health concerns

have not received treatment (Merikangas et al., 2011; Simon, Pastor, Reuben,

Huang, & Goldstrom, 2015). In fact, Ghandour et al., (2019), reported that access
to mental health services or counseling varies by type of disorder, with nearly
half of school aged children in a U.S. national survey who had behavioral or
conduct difficulties not receiving services, while 40% of those with anxiety
disorders, and 12% of those with depression were not being served. More

evidence is needed regarding the possible impact of health and mental health

services for children and youth on reduction of family stress and promotion of
greater workforce participation.
Educational Supports

With enrollment of children with emotional or behavioral difficulties in

elementary education settings, parents potentially have new sources of support,
and may then be able to increase their participation in the paid workforce

(Okumura, Van Cleave, Gnanasekaran, & Houtrow, 2009). As their children
participate in educational activities, they also may be identified as needing

mental health supports and services (Forrest, Bevans, Riley, Crespo, & Louis,

2011), and receive them in the school setting (Bains & Diallo, 2016; Sanchez et

al., 2018). Although school-based services may relieve parents of coordination of
care to a certain extent, if services are inadequate, family caregivers may be

called away from work to provide immediate help at times of crises (Rosenzweig,
et al., 2002). Additionally, children who have behavior problems may be

excluded from after school care programs that do not have trained personnel to

deal with their special needs (Jinnah & Stoneman, 2008), requiring parents to
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juggle their workdays, or even to leave children with behavior problems in selfcare in the times they are out of school (Parish & Cloud, 2006).
Relational Community Supports

In a recent Canadian study (Hilbrecht, Lero, Schryer, Mock, & Smale,

2017), researchers examined the effect of hours spent providing care for an adult
with a disability on the caregiver’s well-being when considering the caregiver’s

sense of community. They found that a sense of community in addition to a sense
of time and income adequacy can mitigate the negative effects of time spent

providing care on individual well-being. Other studies revealed that support

from friends and neighbors is linked to reductions in work-family conflict and
negative work-family spillover for caregivers with exceptional caregiving
responsibilities (Sellmaier, 2019; Stewart, 2013).
Research Focus

Following the theoretical models introduced earlier, our current study

focuses on the effects of community resources on employment outcomes for

parents of school-aged children and youth with mental health conditions. The
following research questions framed our study: First, how do community
resources (social support, neighborhood safety, schools, and health care

services) impact parental workforce participation when controlling for child
characteristics, family characteristics, and care demands? Based on the

theoretical models guiding our research, we also hypothesize that instrumental
and relational community resources moderate the effects of care demands on
employment outcomes. The second question therefore asks, do community

resources (schools and emotional supports) moderate the effects of mental

health conditions on parental workforce participation? We hypothesized that
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emotional support moderates the effects of providing care and parental stress on

employment outcomes. Knowing that children with disabilities are more likely to
be suspended from school, we also hypothesized that mental health severity

moderates the effects of missing school and being contacted by the school on
parent employment outcomes.

Methods

Data Source
Our research team conducted a secondary analysis of the 2016 National Survey
of Children’s Health (NSCH; U.S. Department of Health and Human Services,

2017). Data were collected in the US between June 10, 2016 and February 10,
2017 from a national address-based sample of adults who were parents or

caregivers of children under 18 years of age living in their household (Ghandour
et al., 2018). Most measures were developed and tested in periodic NSCH

surveys administered since 2001, or in another survey program, the National
Survey of Children with Special Health Care Needs (NS-CSHCN) which was
discontinued as a separate program after its 2009-10 administration (U.S.
Department of Health and Human Services, 2011).

The U. S. Census Bureau conducted the self-administered survey and

employed both web-based and paper questionnaires available in English and

Spanish. During the screening phase, respondents indicated the presence of a

child or children in the household, and identified any children who had special

health care needs. In the second phase, a parent or caregiver completed a lengthy
questionnaire regarding a particular designated child in the home; in households
with multiple children, children with special health care needs were

oversampled. Surveys included standard questions on child health, health
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services used, family characteristics, and community resources (U.S. Census
Bureau, 2018).
Participants

The total sample obtained for the 2016 NSCH provided information on

50,212 children, with a weighted response rate of 40.7% (U.S. Census Bureau,
2018). The subsample used in the current research included 7,587 children

between 6 to 17 years old identified by their parent or family caregiver as having
one or more mental/behavioral health conditions (See Table 1). Accordingly,

67.9% of surveyed parents indicated their children’s health affected their ability
to do things somewhat or a great deal. Children were on average 12.61 years old
(SD = 3.28), and identified predominately as White Non-Hispanic (73.9%),

followed by Hispanic (10.3%), and Black Non-Hispanic (6.1%). The majority
lived in two-parent households (85.3%), with responding parents being on

average 45.49 years of age (SD = 9.01), and the majority being female (74%), and

holding a college degree or higher (56.9%). The majority of respondents (69.7%)

reported a household income of 200% or more of the U.S. federal poverty level.
Outcome Variables

We studied employment participation using three NSCH questions, each

of which had a yes (1) or no (0) response. Participants responded to a question

asking “Were you employed at least 50 out of the past 52 weeks?” for themselves
and for the other adult in the home, if one was present. They were also required
to indicate during the past 12 months whether: “you or other family members”

had a. “stopped working because of this child’s health or health conditions?” or b.

“cut down on the hours you work because of this child’s health or health
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conditions?”

Independent Variables
Care demands experienced by parents
NSCH requested respondents to report whether or not “a doctor, or other

health care provider, or educator” had told them that their child had specific

health conditions. In order to be included in our sample, the child needed to be
identified as currently having one or more of the following mental/behavioral
health difficulties: anxiety problems, depression, behavioral or conduct

problems, substance abuse, ADD/ADHD, or “any other mental health condition.”
Parents also rated the severity of the child’s current mental health problem as

mild, moderate, or severe. For the analysis a composite measure was developed
from all of the six severity measures with any condition rated as mild being

coded as “mild” severity, and any condition rated as moderate/severe being
coded as “moderate/severe” severity.

Considering an average week, parents estimated “how many hours do you

or other family members spend providing health care at home for this child?” (no
care was provided, less than1 hour, 1-4 hours, 5 or more hours). Using the same

rating categories, respondents also were asked “how many hours do you or other
family members spend arranging or coordinating health or medical care for this
child, such as making appointments or locating services?” If parents/caregivers
indicated that there were decisions made in the past year such as beginning or
discontinuing treatment, therapy, or medication for their child, they were to

answer a series of three questions used to measure the extent to which health

care providers involved parents/caregivers in shared decision-making. Shared

decision making was recoded into a variable measuring the level to which
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parents felt that they were partners in making decisions about their children’s

health care with one category including “no decision needed” a second indicating
they were “always” or “usually” involved and the third category including

parents who “sometimes” or “never” felt like partners in shared decision making.
The levels of stress experienced by parents raising children with

mental/behavioral health difficulties was also measured using three items

requesting that parents rate how often in the past month they felt that the child
“is much harder to care for than most children his or her age,” “does things that
really bother you a lot,” or made them angry. The level of aggravation was

dichotomized (either always or usually, contrasted with sometimes, rarely, or
never).

Services and supports in the community ecology
In the health care services section of NSCH, parents reported on whether

in the past year the child “received any treatment or counseling from a mental
health professional” including psychiatrists, psychologists, psychiatric nurses,

and clinical social workers with the options of “a. yes received care,” “b. no did

not receive care and did not need it,” and c. “no did not receive care but needed
it.” The variable was recoded indicating if parents experienced problems with

receiving mental health care including “yes” for option c. and “no” for options a.

and b. Parents also rated their frustration with accessing services in the past 12
months on a 3-point Likert scale ranging from (1) never frustrated to (3)
usually/always frustrated.

The community social environment experienced by children and their

parents was also examined through data collected about education,
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neighborhoods, and the presence of social and emotional support. A single item
asked caregivers to think about the past 12 months and report how often the
child’s school “contacted you or another adult in your household about any
problems he or she is having in school.”(no times, 1 time, 2 or more times).

Parents also responded to a request to estimate “how many days did this child

miss school because of illness or injury?” (none, 1-3, 4-6, 7-10, 11 or more days).

NSCH also had caregivers rate their level of agreement with the statement

“This child is safe in our neighborhood” using a 4-point scale ranging from to (1)
definitely disagree to (4) definitely agree. They were also questioned about
whether or not there was “someone that you could turn to for day-to-day

emotional support with parenting or raising children.” If answering “yes, “they
could indicate individuals or groups that provided that support.
Demographics/covariates

Finally, NSCH provided measures of standard demographic

characteristics for the designated child and the family such as child age, parent
age, race/ethnicity, parent education, family structure, and the number of
children in the family under age 18.
Data Analysis

Variables to be included in the analysis were first inspected and recoded

and mean-centered if necessary. For example, family structure was simplified
including the two categories of married/partnered and single headed

households. Child’s race was also dichotomized with one category including all
children identified as Non-Hispanic White and the other category including all
children identified as Hispanic, multiracial Non-Hispanic, Black Non-Hispanic,

and Asian Non-Hispanic. Variables such as level of mental health symptomology,

time spent providing and arranging care, both school variables, neighborhood
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safety, and frustration with services were mean-centered, all binary variables
such as emotional support, parenting stress, or shared decision making were

dummy coded. Product terms were computed for social support and time spent

providing care, social support and parental stress, days child missed school and
mental health severity, and times school contacted parents and mental health
severity. Descriptive analysis was employed to better understand the

frequencies of both the dependent and independent variables. Correlations of
major variables were calculated. Three stepwise binary logistic regression

analyses were used to determine what variables increased the likelihood of the
respondent reporting employment of 50 weeks in the last 52 weeks, of

household members cutting back on work hours, and household members

stopping work. In a first step demographic and care variables were introduced,

followed a second step including community-based services and supports. In the

final step interaction terms between emotional support and time providing care
and parental stress, times school contacted the parent and mental health

severity, and days missed school and mental health severity were included.
Results

Descriptive Results
The sample size for the current study was 7,587 children who were

identified as having some mental/behavioral health condition including ADHD
(54.3%), anxiety (48.1%), behavior concerns (38%), depression (21.9%), a

substance use issue (.9%), or other mental health issue (30.7%). Accordingly

only 28.4% of parents indicated only one mental health concern rated as mildly

severe, followed by 15% rating one mental health condition as moderate/severe,
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and the rest of parents reporting more than one mental health concern. As can be
seen in Table 1 almost a fifth of the parents also indicated that in an average

week they provided five or more hours of health care to their child (18.8%), and
nearly a quarter indicated between 1 and 4 hours of health care coordination
(23.6%). Most children lived in two-parent households (85.3%), and the

majority of reporting mothers and fathers were employed for 50 out of the last
52 weeks (68.5% and 84.7%, respectively). Less than 5% of parents reported
that they or another family member stopped working because of the child’s

health status (4.2%), but 11.3% indicated that someone in the household cut
back work hours due to the child’s health.

In addition to employment outcomes, descriptive analysis of the predictor

variables demonstrated that most parents evaluated their health care services
positively. For example, only 6.3% of parents reported that their child did not
receive needed mental health care services and only 7.5% felt that they were

never partners in shared decision making. Accordingly, over half of the parents
(65.5%) never felt frustrated in their efforts to access health services.

A slightly different picture emerged when analyzing interactions with the

school system. More than a third of all the parents (37.4%) reported that they

were contacted by the school two or more times about problems the child was
having at school during the past 12 months, compared to one time or no time.
Children also missed a substantial number of school days due to illness and

injury; for example, 10.3% missed 11 days or more, 10.3% missed between 7
and 10 days, and 18.9% missed between 4 and 6 days of school.

In general, parents reported being fairly well supported in their

communities, with more than half (66.2%) rating their neighborhood as safe for
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their children, and with a majority reporting that they had someone to turn to for
emotional support (79.7%). For most parents family members or friends were a
source of emotional support (90.4%), followed by spousal emotional support
(74.6%). Emotional support from health care providers (38.8%), counselors
(29.0%), support groups (20.9%), and places of worship (31.4%) were less

prevalent. Parents also indicated that they seldom felt aggravated by parenting
(81.1%).

Inferential Results
Correlations were examined between major study variables, including

workforce participation variables, child health and exceptional care measures,
community resource variables, and key demographics. Three binary logistic

regression analyses were employed to assess the impact of community factors

such as health services, school attendance, social support, neighborhood safety,
and intensity of health needs on employment outcomes.

Binary logistic regression results predicting employment

The first binary logistic regression analysis (see Table 2) included as its

outcome the responding parent indicating that they had been employed for 50
out of the last 52 weeks. The final model including demographic controls, care
demands, community support variables, and moderators was the most fitting

model with a Nagelkerke R2 of .20 (X2 (23) = 893.42, p = .00). The likelihood of

the responding adult being employed was significantly related to the number of
children in the household, the age of the child and the parent, and the

respondent’s gender, with male respondents being 3 times more likely to report

being employed. Parents with more education and income were more likely to be
employed for 50 out of the last 52 weeks. Care demands were also significant
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predictors of employment status in models 1 and 2, with mental health symptom

severity remaining statistically significant in the final model as well. Parents who
spent more time providing care and who reported their children having more
severe symptoms were less likely to be employed. As in the first two models,

parenting stress was a statistically significant predictor of employment in the
final model, with parents who reported being more stressed, being less likely

employed. Additionally, after inserting community resource model 2, children’s
school absences, and frustration with accessing services were both negative

predictors of parental employment. Interestingly, parents who indicated being
more often contacted by the school were more likely to be employed, as were
parents who rated the child’s neighborhood as safer, which reached non-

significant trend-level. In the final regression the interaction of emotional

support and time providing care was significant. The simple slopes model
demonstrated that the effect of time spent providing care only affects

employment of parents with high emotional support (see Figure 1). Emotionally
supported parents who provided more hours of care were less likely to be

employed, but the employment outcomes of parents with low emotional support
were not affected by the time they spent providing care. The effect was small,
and this final model did not improve overall variance explained.

Binary logistic regression results predicting cutting back on work
hours
A second binary logistic regression analysis (see Table 3) was conducted

to analyze factors predicting a household member cutting back on work hours

due to the child’s health issues. Child’s race and parent’s education were the only
demographic variables that remained statistically significant after all variables

were included, with households with children who were identified as non-
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Hispanic White and parents having less education being less likely to have a

family member cut back on work hours. Care demands were also significant

predictors of a family member cutting back on work hours. More time spent

arranging health care and more time spent providing health care increased the
likelihood of a household member cutting back on work hours by 1.8 and 1.3
times respectively. In the second model, parents who cared for a child who

missed more days of school and parents who were contacted more often by the
school were more likely to have a household member cutting back on work

hours, as were parents who reported more parenting stress, no shared decision

making, and more frustration with accessing services. These service and support
measures remained significant predictors of a household member cutting back

on work hours in the final model. All predictors in the final model accounted for
a Nagelkerke R2 of .30, which was the best fitting model (X2 (22) = 1017.39, p =
.00). The interaction of days of missed school and mental health severity was

significant, but it did not improve overall Nagelkerke R2. Parents whose children

had more severe mental health concerns and missed fewer days of school, were

more likely to cut back hours than parents of children with milder mental health
symptomology. The effect switched for parents whose children missed more

days. Parents of children with moderate symptomology who missed more days

of school were more likely to cut back hours than parents of children with more
severe mental health concerns (see Figure 2).

Binary logistic regression results predicting stopping employment
A final binary logistic regression analysis (see Table 4) was employed to

assess factors predicting the likelihood that an adult in the household stopped
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employment in the past 12 months due to the child’s health condition. The final
best fitting model accounted for 28% of variance (X2 (22) = 511.72, p = .00).

Family members in households with better educated parents, higher incomes,
and who identified their child as Non-Hispanic White were less likely to stop

working. Similar to household members cutting back on work hours, parents

who reported more time spent arranging health care and providing health care
were more likely to have a family member stop working, as were parents of

children with more severe symptomology. Additionally, parenting stress and
frustration with getting services increased the likelihood of giving up

employment. A child’s school absences were also positive predictors of

employment disruption. The interaction between time providing care and

emotional support was significant increasing Nagelkerke R2 to .28. The simple
slopes model demonstrated that emotional support had a buffering effect on
stopping work (see Figure 3). Parents who indicated being emotionally

supported were less likely to have a family member stop work even when they
spent more time providing care.

Discussion

The results of the current study highlight the interplay of child, family,

and community factors and their impact on family members’ workforce

participation. Similar to previous research this study shows the effects of

community and health care services on workforce participation (Hilbrecht et al.,
2017; Sellmaier, 2019). Parents were less likely to be employed and more likely
to indicate family workforce disruption if they reported more school absences

and more frustration with accessing services. These empirical findings support

the theoretical frameworks of work-family-community fit (Voydanoff, 2005) and

of life course fit (Moen, 2011). Both theories assume a patterning of resources
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across different ecologies or systems, and significant moderating effects of

certain community resources provide empirical support for this theoretical

position. For example, parents with more emotional support were less likely to
have family members stop employment even when spending substantial time

providing care for their children. Parents of children with less severe symptoms

and fewer missed days of school were less likely to have someone in their family

cut back on work hours than parents of children with more severe mental health
symptoms. Missing more days of school increased the likelihood for all parents
to report someone in their family cutting back work hours, but the effect of

missed school days on cutting back work hours was smaller for parents of

children with more severe mental health symptomology. Previous research

found that parents were often required to pick up their children from school

because of behavioral concerns, which negatively affected parental employment
(Brennan & Brannan, 2005; Rosenzweig et al., 2008). Parents of children with
more severe symptomology might be more likely to have these negative
experiences with schools. They might be less likely to rely on schools as

consistent care for their children during work hours, and might establish
alternative care arrangements when children are suspended, reducing

disruption on their own employment. These alternatives might be less readily

available to parents of children with less severe symptoms who might be more

likely to assume that their children will attend school during their work hours. If
schools are therefore able to provide consistent schooling, they can buffer the
effects of mental health symptomology on parental employment at least for
parents of children with milder symptomology. More research is needed to

understand how schools could better support parents of children with more
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severe mental health symptomology. Interestingly, parents who reported high

levels of social support and spent more time providing care were less likely to be
employed than parents with less social support spending more time providing
care. Since the emotional support question is only a binary yes/no variable,

better supported respondents might be married to working partners allowing
them to not work amidst high care demands. Further research is therefore

warranted to take a closer look at the moderating effects of social support and

community resources. Parents’ time spent providing care or arranging care was
another major barrier to sustained employment. This can be a reflection of the
inadequacy of community supports for children or youth with mental health

disorders, such as those provided through health care or school systems, and the
nature of exceptional care responsibilities, which require parents to put in
greater amounts of time and energy.

Individual and family level factors also influenced workforce participation

patterns with parents of children rated as having more severe symptoms being

less likely to work 50 out of the last 52 weeks. In addition parenting stress was a
significant predictor of both stopping employment and whether they would be
employed for 50 out of the last 52 weeks. Demographic factors also predicted

employment patterns including parental education, age, and children’s race and
age, and household income, findings similar to results of other investigations
(Brannan et al., 2018; Earle & Heymann, 2012). This study also contributes
additional information by demonstrating that gender was a predictor of

employment among mothers of a child with a mental health condition. This adds
to the still limited body of research examining exceptional care and employment
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across gender (Brannan et al. 2018; Sellmaier, 2019). Unfortunately, the outcome
measures of a household member cutting back on work hours or stopping

employment did not provide gender information, limiting the ability to assess
the effects of gender on these important indicators of employment
disengagement.

Future research should include a more diverse sample in regards to

race/ethnicity, and education to help understand the effects of these

demographic factors on parental employment. For example, parents of children
identified as non-Hispanic White appear to be more likely to be employed and

show fewer employment disruptions, but a more thorough analysis of the impact
of race on employment was not possible due to a lack of sample diversity.

There are also some additional measurement limitations of the study,

since many of the independent variables were only available as dichotomous

measures. For example, a more nuanced measure of social support, or mental
health symptom severity could have proven more effective in detecting

relationships to employment patterns. As mentioned above, the outcome

variables are also limited, since cutting back work hours and stopping work was
geared towards anyone in the household, not allowing for a nuanced analysis of

for example gender effects. Employment was measured asking if the respondent
had been employed 50 out of the last 52 weeks. This does not allow any

assessment of the overall hours worked in these 50 weeks, or if the amount of
hours worked was sufficient for the household. We included income data to

mitigate some of these limitations, but income was measured through a limited
number of categories of households across U.S. federal poverty levels.

Additionally, data recorded for each child or youth in the study were obtained

from questions answered by one caregiver in the child’s household, therefore
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representing a limited source of information. Also, since the original research did

not track the children being studied over time, the conclusions that can be drawn
about causal relationships between variables in the current study are limited.

Despite these limitations, our study reveals the complex intersection of

the community ecology, in the form of health care services, school supports,

neighborhood characteristics, and social supports with the employment of family
caregivers of children who struggle with mental health challenges.
Implications

The study offers important implications for theory, organizational

practices, service delivery, and future research. When care demands are high and
resources in the community are not present or perceived as helpful, parents are
forced to modify employment patterns to support their exceptional care

demands. Findings confirm the continuum of dependent care model (Stewart et
al., 2018) qualifying key disability predictors such as severity of disability and
complexity of care demands (direct, indirect) associated with the exceptional
care of school-age children and youth with mental health disabilities and

demonstrating the impact of these predictors on workforce disengagement. This
is significant as comparative studies on employed caregivers in global samples of
the workforce find that as a group, employees caring for children with

disabilities are more likely than those caring for young children with typical

development and older adults, to withdraw from employment as a result of their
care responsibilities (Stewart, 2014; Principi et al., 2014).

There are also implications for employers in terms of human resource

management. Prior studies have demonstrated that supportive organizational

culture and flexible work arrangements are crucial to retain parents who are
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raising school aged children and youth with mental health disabilities in their
workforce (Stewart, 2013; Rosenzweig et al., 2002; Brennan, Rosenzweig,

Ogilvie, Wuest, & Shindo, 2007). In particular, research finds that when parents
of children with disabilities are employed in workplaces that demonstrate

positive culture that values workers’ work and family roles and they are able to
use flexibility such as flextime and flexplace they report less conflict, as well as

better health and financial outcomes (Earle & Heymann, 2011; Rosenzweig et al.,
2011; Schuster, Chung, Garfield, Vestal, & Klein, 2009; Stewart, 2013). The

current study gives evidence for the special need for workplace flexibility for

parents who must manage time constraints associated with arranging for and

providing health care, and participating in school meetings and appointments
with service providers.

Additionally results extend understanding of work-family-community fit

(Voydanoff, 2005) and life course fit (Moen, 2011) by assessing key community
resource ecologies needed by parents of school aged children and youth with
mental health challenges and their influence on workforce participation. Our

findings suggest that when community supports fail to meet the diverse needs of
this group of employed family carers, workforce disengagement can ensue.

Those service providers who work to support families struggling with managing
both work and family demands involving their children with mental health

difficulties need to identify community resources, such as parent support groups,
and inclusive settings that may provide the key to the type of instrumental and
emotional resources they need (Acri, Hooley, Richardson, & Moaba, 2017).

This study also points to the importance of identifying specific resource
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patterns for diverse groups of family carers. Future research needs to include

measures that assess patterns of community resources that promote workforce

participation in order to identify important shifts needed in these resources as a

result of different disability characteristics and life course transitions (Stewart et
al., 2018; Sellmaier, 2019). Examples of the types of exceptional care community
resources are the presence and use of inclusive child care and after school care,
and elder daycare, that can manage the behavioral/medical needs of the

dependent family member, adequate transportation, respite care, specialized
health care services (medical and mental health specialists, occupational

therapy, physical therapy, care coordination; Earle & Heymann, 2012), social
support (network of friends, social opportunities; Kagan et al., 2008), and

financial support for dependent family care needs (housing, carer credits, child
care credits, disability benefits, medical expenses; Hilbrecht et al., 2017).

The significance of community resources as a facilitator of life course fit,

suggests that more research is needed to ensure access to high quality,

affordable, and effective services for diverse groups of family carers (Hilbrecht,
Lero, Schryer, Mock, & Smale, 2017; Sellmaier, 2019). Hilbrecht and her
associates (2017) have argued that a more complete picture of social,

organizational, and institutional support in employed caregivers’ communities is

needed to better understand how community resources contribute to employed
caregivers’ workforce attachment and sense of well-being. This study responds

to this challenge by examining important community components such as shared
decision making in service provision, problems accessing mental health care,

contact initiated by school personnel regarding the child’s/youth’s problems,

and neighborhood safety. Our results suggest that the community ecology has
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important implications for workforce participation. Further research is certainly
warranted to better understand the effects of community resources and ecology
on the employment of parents of children with mental health challenges.
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Table 1
Characteristics of Children with Mental Health Challenges and their Families
Characteristics
Child age
Child race
White Non-Hispanic
Hispanic
Multiracial Non-Hispanic
Black Non-Hispanic
Asian Non-Hispanic
Number of children
Parent age
Respondent gender
Male
Female
Parent education
Less than high school
High school or GED
Some college or technical school
College degree or higher
Family structure
Two parents
Single mother
Severity mental health
Mild
Moderate/severe
Time providing health care
No at home care was provided
Less than 1 hour per week
1-4 hours per week
5 or more hours per week
Time arranging health care
No health/medical care was arranged
Less than 1 hour per week
1-4 hours per week
5 or more hours per week
No shared decision-making
No decisions needed
Usually or always feel like partners
Never or sometimes feel like partners
Problem with mental health care
No (No problem and not needed care)
Yes

Percentage/Mean (SD)
12.61 (3.28)
73.9%
10.3%
7.7%
6.1%
2.1%
1.79 (.846)
45.49 (9.01)
26.0%
74.0%

2.3%
14.0%
26.7%
56.9%
85.3%
18.9%
41.1%
58.9%
23.2%
35.5%
22.3%
18.8%

11.1%
60.6%
23.6%
4.7%
51.3%
41.3%
7.5%
93.7%
6.3%

Frustrated in efforts to get services
Never
Sometimes
Usually
Always
Times school contacted household
No times
1 time
2 or more times
Days child missed school
No missed school days
1-3 days
4-6 days
7-10 days
11 or more days
Parenting stress
Seldom feels aggravation
Usually/always feels aggravation from
parenting
Someone to turn to for emotional support
No
Yes
Child lives in safe neighborhood
Somewhat/definitely disagree
Somewhat agree
Definitely agree
Note. N = 7,587.

36
65.5%
27.8%
4.5%
2.1%
45.9%
16.8%
37.4%
20.5%
40.0%
18.9%
10.3%
10.3%
81.1%
18.9%
20.3%
79.7%

5.0%
28.8%
66.2%
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Table 2
Stepwise Binary Logistic Regression Predicting Parent Employment for at Least 50 of the Past 52 Weeks

Demographic
and care

Services and
supports

Moderation

Independent variables
Number of children
Child age
Child race
Family structure
Parent age
Parental respondent gender
Parent education
Family poverty level
Severity mental health issue
Time providing health care
Time arranging health care
Parenting stress
Problem with MH care
No shared decision-making
Frustrated getting services
Days missed school
School contacted parent
Safe neighborhood
Emotional support
Dayschoolmissed*MH
Timeschoolcalled*MH
Em.support*providecare
Em.support*stress

R2
Note. N = 6,191.
t p ≤ .10. *p ≤ .05. **p ≤.01. ***p ≤.001

B
-.146
.049
-.015
.514
-.053
-1.154
.174
.520
-.248
-.116
-.101
-.177

Model
SE B
.039***
.011***
.074
.084***
.005***
.094***
.019***
.037***
.069***
.038**
.053t
.084*

1

eB
.864
1.050
.985
1.671
.949
.315
1.189
1.682
.780
.890
.904
.838

B
-.151
.054
-.047
.498
-.053
-1.127
.176
.516
-.251
-.111
-.074
-.200
.060
.107
-.106
-.094
.102
.012
-.139

.19

.20

Model
SE B
.039***
.011***
.075
.084***
.005***
.094***
.019***
.037***
.070***
.039**
.054
.087*
.130
.123
.058t
.027***
.039**
.055
.082t

2

eB
.860
1.056
.955
1.646
.949
.324
1.193
1.676
.778
.895
.929
.819
1.061
1.113
.900
.910
1.107
1.012
.870

B
-.150
.055
-.043
.498
-.053
-1.129
.176
.514
-.255
.027
-.076
-.353
.057

.20

.095
-.107
-.091
.106
.010
-.375
-.012
-.027
-.180
.205

Model
SE B

3

.039***
.011***
.075
.084***
.005***
.094***
.019***
.037***
.072***
.067
.054
.166*
.130

.860
1.056
.958
1.645
.949
.324
1.192
1.673
.775
1.027
.926
.702
1.059

.123
.058t
.027***
.039**
.055
.253
.056
.078
.072*
.188

eB

1.099
.899
.913
1.112
1.011
687
.988
.973
.835
1.227
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Table 3
Binary Logistic Regression Predicting Family Member Cut Back Work Hours

Demographic
and care

Services and
supports

Moderation

Independent variables
Number of children
Child age
Child race
Family structure
Parent age
Parent education
Family poverty level
Severity mental health issue
Time providing health care
Time arranging health care
Parenting stress
Problem with MH care
No shared decision-making
Frustrated getting services
Days missed school
School contacted parent
Safe neighborhood
Emotional support
Dayschoolmissed*MH
Timeschoolcalled*MH
Em.support*providecare
Em.support*stress

R2
Note. N = 6,166.
*p ≤ .05. **p ≤.01. ***p ≤.001.

B

Model
SE B

-.019
-.019
.271
.150
-.006
.054
-.139
.222
.308
.764
.708

.056
.015
.101**
.113
.006
.028t
.053**
.107
.043***
.062***
.101***

1

eB
.981
.981
1.311
1.162
.994
1.055
.870
1.249
1.361
2.148
2.031

B
.020
-.026
.252
.024
-.004
.060
-.078
.011
.257
.608
.392
-.012
.327
.520
.239
.295
-.097
-.194

.25

.30

Model
SE B
.057
.015t
.104*
.117
.006
.029*
.055
.111
.044***
.064***
.107***
.175
.141*
.074***
.036***
.056***
.077
.109t

2

eB
1.020
.974
1.287
1.024
.996
1.062
.925
1.011
1.292
1.837
1.479
.988
1.387
1.682
1.270
1.343
.908
.824
.30

B

Model
SE B

.022
-.026
.253
.027
-.003
.060
-.077
.073
.280
.603
.216
-.012

.057
.015t
.104*
.117
.006
.029*
.055
.117
.073***
.064***
.198
.175

.335
.518
.265
.292
-.095
-.507
-.161
.019
-.033
.236

.141*
.074***
.039***
.057***
.077
.326
.082*
.119
.081
.226

3

eB
1.023
.975
1.288
1.027
.997
1.062
.926
1.076
1.324
1.828
1.241
.988
1.398
1.678
1.304
1.339
.910
.602
.851
1.019
.968
1.266
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Table 4
Binary Logistic Regression Predicting Family Member Stopped Working

Demographic
and care

Services and
supports

Moderation

Independent variables
Number of children
Child age
Child race
Family structure
Parent age
Parent education
Family poverty level
Severity mental health issue
Time providing health care
Time arranging health care
Parenting stress
Problem with MH care
No shared decision-making
Frustrated getting services
Days missed school
School contacted parent
Safe neighborhood
Emotional support
Dayschoolmissed*MH
Timeschoolcalled*MH
Em.support*providecare
Em.support*stress

R2
Note. N = 6,159.
t p ≤ .10. *p ≤ .05. **p ≤.01. ***p ≤.001.

B

Model
SE B

-.081
.029
.519
-.317
-.005
-.093
-.266
.228
.407
.576
.780

.086
.023
.152***
.182t
.010
.041*
.081***
.181
.061***
.087***
.157***

1

eB
.922
1.030
1.680
.728
.995
.911
.766
1.256
1.503
1.778
2.181

B
-.044
.024
.563
-.413
-.004
-.094
-.220
.081
.356
.460
.547
.160

-.016
.488
.285
.062
-.070
-.217
.24

.27

Model
SE B
.088
.024
.156***
.186*
.010
.042*
.083**
.186
.062***
.089***
.164***
.249
.211
.112***
.055***
.089
.114
.162

2

eB

.957
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Figure 1
Simple Slopes Model Time Providing Care*Emotional Support Predicting Employment
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Figure 2
Simple Slopes Days Missed School*Mental Health Severity Predicting Cutting Hours
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Figure 3
Simple Slopes Time Providing Care*Emotional Support Predicting Stopping Work
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